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Date [/

THIS SECTION TO BE COMPLETED BY PARENT

",RewewofSy ms o :
" Areyou concerried. about your chdd (czrclé concerns)...

1. eating habits, weight loss/ gain,¥ energy, sleep hablts

2. redness, excesswe_teanng or dJscharge from eyes..

3. recurrent ear, sinus or throat infections; nosebleeds

. “chest pain, shoriness of breath, or irregular heart beat....
ﬁequent colds, cough, wheezing, recurrent bronchitis i

| abdominal pain, vomiting, diarthea, conshpahnn i
 kidneyor ‘bladder problems, infections, blood in urin

ain, st:ffness, swelling; muscle pain, WeaKNESS, . i g

arks skm rashes, 1tchmg, nall or hair problems i

N ‘13 palenass, anemia, easy brulsmg, swollen glands
14. mﬂk food or drug allerg1es, recurmt mfectlons

' Petsonal/Soc1a1 Hlstory

-, Do you Have any ¢ concerns about your childs...
. a. “overall progressin school... rseisnen
: b happlness at school self esteem level of self conﬁdence ........................

oul ’ ursts, aggxessnon,

n Doy you have any emotional concerns: : (inood changes,
- anxlety, depressnon)?

................................

p. [ Menstruation has NOTbegun -
: Has she had any problems?. -
When was the last period?____-

5 ,:Do you have any concerns about early sexual achv1ty or

‘mappmpnate sexual behavior?
r. Does your - child exercise on a regular basis?, O
8 'Has your child seen a dentist in the past YA s 0
t. Does your child have any body piercing Of tat008%. ...t O
Lw 'Does  your child use a heltmet for Skating OF BIKING?: .. 0
v Doesyourchﬂduseasafetybeltwhenndmgmacar7 .......................... O
w. Do 'youl counsel your child about avmdmg the use of alcohol,
tobacco drags and inhalants?........ : O
‘ ¢ have a gun in the home?.. O.
Doyouhm‘nywncemsyouwwhtodrscu& O
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Pamt’s ngnamre ,
g Pamnt’s SeCtIOIl reviewed by

v Date

_History

(Interval: [1NoChange) Concerns s

[ Previous concerns, consults and procedures reviewed

Current Medications .= S——

Drug Allergies

OYes CONo .=

Past/ Social / Family History (Interval: [1No Change)

Provider Comments
Anticipatory Guidance
General Nutrition Injury Prevention

[ Growth /Dev. I Nutritious diet [] Seat belt
[ School [ Limit snacks (O Bicycle helmets
[ Exercise [1 Meals with family [ Playground safety
[ Dental care - [ Pleasant mealtimes [ Swimming pools
] Sex Education [ Fluoride/Fl water [ Sun exposure
[ Drugs, alcohe, tobacco [] First aid / CPR
[ Ed. Handouts [T Gun safety

13-15 Female




